We welcome the recent interest shown by the Mental Health Commission in electroconvulsive therapy (ECT). However, we are concerned at some of the resultant comments in the medical and general press regarding the perceived geographical variations between Irish mental health services in the rate of ECT administration.
All rates are calculated on the basis of a numerator divided by an appropriate denominator. Regarding ECT, the numerator is 'the number of patients prescribed electroconvulsive therapy' recorded in the 'statistical information required for visit of inspection' forwarded on an annual basis by mental health institutions to the Inspectorate of Mental Services. We note that this definition will include those inpatients completing a course of ECT that was commenced late the previous year.
Therefore, it is possible that a single course of ECT for an individual patient will be included in the calculation of the ECT rate for two consecutive years. Given that ECT is primarily used on an inpatient basis for the treatment of depressive illness, it seems reasonable to conclude that the most clinically relevant and appropriate denominator to use in calculating a rate for ECT administration is the number of patients with a diagnosis of depression admitted to individual psychiatric units.
We wish to draw the attention of our colleagues and the Mental Health Commission to our recent observations using data from Report of the Inspector of Mental Hospitals and Activities of Irish Psychiatric Services for the year 2002. Essentially, we used the data from these reports to calculate a rate of ECT administration for individual services provided there was appropriate contemporaneous information within the relevant reports. Our primary aim was to evaluate our own clinical practice in relation to that of our peers in the context of our auditing the high rate of ECT and administration attributed to our service in 2002.
Unfortunately, our findings question the integrity of these data and suggest that caution is advisable when using these data sources to comment on rates of ECT administration. For example, one hospital was reported in the Report of the Inspector of Mental Hospitals to have administrated ECT to 38 patients but the corresponding Activities of Irish Psychiatric Services indicated that only four patients with a depressive disorder (out of total of 33 admissions for the year) were admitted to this institution! The only possible interpretation of this conflicting data is that the numerator reported was the number of applications of ECT used. Therefore we excluded this institution from the rest of the analysis.
The rate of ECT prescribed as a percentage of inpatients admitted with a depressive disorder ranged from 0°/o-63.96% (Mean 11.69, Median 8.28, SD 12.2). Before one rushes to judgement regarding the apparent finding that two out of every three depressed patients received ECT in one psychiatric unit, we feel it is imperative to highlight our own experience.
On the basis of the official figures, the rate of ECT administration within the Waterford psychiatric services was 39.1%. However, when our clinical records were audited by medical and nursing staff we noted that only 69 patients (not 144 as noted in the Report of the Inspector of Mental Hospitals 2002 were prescribed ECT. Hence, our rate of ECT administration was in reality 18.7% and would have been lower if we had excluded those individuals whose course of ECT commenced in 2001 and finished in 2002. Our sense is that this discrepancy arose because of difficulties in the interpretation and reporting of clinical data by administrative staff.
In summary, we believe that it is premature to draw definite conclusions regarding geographical variations in the rate of ECT administration based on currently available data sources. In future, if ECT administration rates are going to be used as some form of 'proxy' performance indicator it is essential that valid, reliable and appropriately resourced data collection systems are established and regularly audited. 
Flying solo: single/ unmarried mothers and stigma in Ireland
Ireland's history of its treatment of mothers of children conceived outside of marriage is poor, if not to say an affront to human dignity. Although there have been substantial economic and social developments in Ireland in recent years, as well as a gradual increase in the proportion of children born outside of marriage, negative attitudes towards these mothers are unfortunately still prevalent. Terms such as single or unmarried mother are often used in a pejorative manner and come with an associated negative 'baggage'. It must be acknowledged therefore that the use of these terms in the health services serves to replicate and reinforce such stigma.
In order to stop perpetuating such injustice it is therefore incumbent upon us to adopt new terminology (if marital status is considered a necessary piece of information at all). A replacement phrase that should be considered, which is widely used for example in New Zealand, is term 'Solo mother'. This term conjures up positive images of independence (it has associations of flying solo, solo circumnavigation of the globe, and so forth).
Such terminological changes are not idle political correct-
